of the first olive just when it is about to enter the stenosis, the other the distance of the dental arches at the superior extremity of the third olive, when it has completely entered the stenosis. We know then exactly when the three olives have penetrated into the stricture.
The progressive movement is due to the cesophageal peristalsis it is soft and continuous, and does not provoke spasm, consequently it fulfils the best conditions of therapeutic dilatation.
When the olives have passed the stricture they fall into the stomach, the patient feeling their fall distinctly. They take, on an average, from three to six days to pass through the stenosis.
Once in the stomach, they are drawn out through the gastrotomy opening, cleansed and replaced in the mouth or changed for a superior kind.
Owing to this method, which obviously necessitates a very long treatment -several months or even years (three years in one of my observations)-I have never had yet a failure in the cases of cicatricial stenosis of the cesophagusmost of them due to caustics-which I have treated during recent years.
Di8cUs8ion.-Mr. ERIC WATSON-WILrLIAMS asked whether, having dilated the stricture, it was necessary that the patient should continue to have dilatations subsequently, or did the swallowing of food keep the stricture open? Was this method a permanent cure? Mr. POPPER: Of what metal are the olives made ? Professor PORTMANN (in reply) said that an opening remained after the dilatation. The opening was definite, but sometimes years afterwards the patient might have spasm, usually when he was feeling tired; and in such a case it was necessary to operate again. Sometimes it was necessary to put in a bougie afterwards, but when a patient could be pronounced cured, the cure was very definite.
The metal of which the olives were composed was some alloy of silver; he did not know the exact composition.
He had now had seven satisfactory cases in which he had carried out this procedure.
A Permanent Tracheostomy in Stenosis of the Larynx, By Sir STCLAIR THOMSON.
(With cases to illustrate its value in Traumatic Stricture-Bilateral laryngeal Paralysis-Tuberculosis-Lupus-Syphilis-Laryngofissure, first on one side and seven years later on the other-Laryngofissure, repeated for a recurrence-Hemilaryngectomy through a pharyngotomy-Laryngofissure for bilateral sutbglottic cancer).
TRACHEOTOMY has been an established operation for more than 2,000 years. In spite of this, some 40 years' study of it in my own hands, in the practice of colleagues, and in museum specimens has impressed me with some paradoxes in regard to it (1) It is generally undertaken with reluctance. (2) It is frequently delayed until its execution becomes difficult, and sometimes useless. (3) Its performance is not uncommonly imperfect or unsatisfactory. These badly executed tracheotomies are the most frequent cause of laryngeal stenosis. An unreasonable and unwarrantable haste in attempting to dispense with a cannula is often as noteworthy-and sometimes nearly as dangerous-as the tardiness with which a tracheotomy has been embarked on. (4) Finally, we have the paradox that while most cases of stenosis are the result of a (badly performed) tracheotomy, the first step to correct a stricture is often a repetition of a (correctly executed) opening in the trachea.
Many reasons are advanced for getting quit of a tracheotomy tube as soon as possible. Perhaps the chief one is that it is not natural to inspire the outside air directly into the trachea, instead of having it first warmed, moistened, and filtered by drawing it through the nose. Physiologically this is correct: but the value of nasal respiration is chiefly of importance in infancy and childhood. I need not discuss this point in a society of experts.
IMAGINARY DANGERS.-This devotion to a laboratory view of nasal respiration, or some other a priori prejudice, may explain the surprising views often put forward as to the doom of individuals compelled to wear a tracheotomy tube indefinitelycanulards, as the French call them. I have often seen, even in recent literature, a tracheotomy referred to as "a disaster," and ominous suggestions made that the wearing of a tube may lead to suicide, owing to the social disability it entails. Even the canulard who endures his burden is threatened with early death from bronchitis, as the inevitable consequence of inspiring cold air through his tracheotomy tube.
SOCIAL DISABILITY HARDLY EXISTS.-The orifice is easily concealed behind a man's collar, or the chiffon which most ladies wear round the neck. The stoma is, in a properly executed tracheotomy, so free from catarrh that many patients do not trouble to wear a piece of gauze round it. The tube only requires removal for cleaning and inspection every three mon-ths. With a speaking valve attachment the voice is easily produced and is often quite normal. I know of no serious social disadvantage entailed by a tracheotomy except that a patient cannot swim. THE DREAD OF BRONCHITIS IS A FETISH.-One healthy old lady of 87, whose case is on record,' has worn a tube for seventy years; she has had seven children, and has never had bronchitis. In another case the patient died from senile decay at the age of 81, after wearing a tube for fifty years.2 WHEN CATARRH DOES OCCUR, I think it is not due to the inspiration of cold air, but to the irritation produced by a badly-planned tracheotomy, the most common mistake being to divide the first ring of the trachea, or even the cricoid, and so introduce the cannula into the narrower, vascular, glandular, and sensitive subglottic larynx and not into the more spacious trachea.
The many disasters which occur from efforts to dispense with a necessary cannula, or to dilate an inextensile stricture of the larynx, form a question for another time.
ILLUSTRATIVE CASES. The best way to confute all these vain imaginings is to give some examples in which a permanent tracheostomy has been unavoidable in patients of both sexes, of different ages, and from various causes.
They will demonstrate that individuals compelled to wear a tracheotomy tube indefinitely can cycle, dance, play tennis or golf, indulge in winter sports, and marry and bear children. Factory hands can work full time, year in year out. Business men can carry on their offices in a normal way. Cold-catching and bronchitis occur amongst them no oftener than in the average population. Many assert that they are less subject to these troubles.
All this agrees with the wide experience which has accumulated in regard to "tubed " racehorses and hunters. 
Tracheotomy.
Tuberculosis. Recovery. Excellent health sixteen years after introduction of cannula.
The patient, aged 24, at the battle of Loos, in 1915, was shot through the neck by a bullet from the left to the right side. He coughed up blood, noticed at once that his voice was altered and, when he drank water, it ran out of the exit hole on the right side of his neck. This ceased with the healing of the wound in the neck, but he came under my care three weeks later for laryngeal stenosis. There was stridor, even at rest. The left cord was quite fixed in the cadaveric poSition: the right cord was also in the cadaveric position and did not abduct beyond it, but adducted normally. I w.as wained that enlargement of the thyroid was a family complaint, as his father had an enlarged thyroid all his life, and both his mother and sister presented large thyroids. But in spite of this warning I had great difficulty in exposing the traehea: the patient was cyanosed, and breathing had ceased before I could open the windpipe, and consequently the the tube was inserted higher in the neck than is my usual practice. Still there were two clear tracheal rings above it.
It was noticed within a month that the glottis was enlarging and, two months after operation, the right cord was abducting as well as adducting. But the stenosis had not improved, apparently owing to some subglottic thickening.
Four years after the tracheotomy the patient, always wearing his tube, developed pulmonary tuberculosis, with tubercle bacilli in the sputum. He made a good recovery, and in 1923 he married. For sixteen years he has worn a tracheotomy tube, the orifice of it being concealed behind his collar. Speech, with the aid of a speaking valve, is easy and his voice almost natural.
He could not possibly dispense with his tracheotomy tube, as the glottis is only a small triangular space; he is in active business and can play tennis and ride a horse. Remembering the trouble his large thyroid gland gave me, and considering his excellent condition, I have not suggested moving the cannula lower in the neck.
The lesson of this case is the improved glottic space which follows a tracheotomy. Attempts to dilate the larynx so as to dispense with the cannula might fail, or damage the patient's voice. His cannula gives him so little inconvenience, and his health and well being are so good that he doubtless would decline anything.
(II) SURGICAL TRAUMA.-After laryngofissure for intrinsic cancer followed by wearing of a tube for eight months and then by a laryngostomy.
This patient, now aged 51, consulted a colleague abroad, for a mammelated growth of the right vocal cord. Biopsy revealed an epithelioma. Laryngofissure was performed under local anesthesia on July 8, 1920, with "destruction of the neoplasm with the thermocautery." A tracheotomy tube was left in place for nearly six months. The larynx closed up almost completely and laryngostoiny was performed on October 3, 1920; dilatation with rubber tubes was maintained until December 27 of that year, when the cannula was dispensed with.
I saw him for the first time five months later. Both vocal cords were fixed, leaving only a much reduced glottic chink. There was no evidence of disease. The immobility of the cords was presumably due to subglottic cicatricial retraction. Under local anesthesia a low tracheotomy was performed. The rings, through which the cannula was introduced, had evidently not been incised in any other operation. The relief to the patient has been remarkable. He has been able to resume golf, playing two rounds a day. His voice is louder and stronger than before the tracheotomy. Being low down in his neck, the cannula is easily concealed and he declares he would not like to be without it. He has now worn it for ten years.
(III) BILATERAL LARYNGEAL PARALYSIS.-Tube worn for eight years. A girl, aged 20, was operated on, in the provinces, for a goitre and presented herself at King's College Hospital in Marcb, 1923, with marked stridor, even when at rest, and complete bilateral abductor paralysis. A good low tracheotomy was performed under local aneesthesia. Her weight, which had fallen to 104 lb., has now returned to 123 lb. Her voice is good. She works hard in a factory. The tube is easily concealed by her dress and causes no disability. She has worn it for eight years and never had a day's illness. No bronchitis, catarrh, or other trouble can be attributed to it.
[This case is well worth noting and comparing with the many operative attempts which have been made to correct the stenosis caused by bilateral laryngeal paralysis. These efforts have rarely, if ever, been successful in the human being. As a rule they have entailed long, trying and painful treatment, leaving the disappointment of a much scarred neck and deterioration or destruction of the voice. In not a few cases they have been followed Subsequently he earned his livelihood as a secretary. His glottis was much reduced by scar tissue between the arytenoids, but he spoke easily in a strong, rough voice. He was subject to "bronchial asthma" at times, doubliless due to increasing fibrosis, for he died from pulmonary tuberculosis, without recurrence of laryngeal trouble, after having worn his cannula for ten years.
(V) TUBERCULOSIS: HEALED.-Tube worn nine years. A lady, aged 32, was admitted to the sanatorium in September, 1911, with T. B. + in the sputum, disease in the right lung, and a large tuberculous deposit in the interarytenoid region. She had a long course of tuberculin and sanatorium treatment, but healing only took place after eighteen applications of the galvano-cautery between August, 1912, and May, 1917 . The larynx has since this last date remained soundly healed, but contraction of the scar tissue in the larynx very gradually took place and, at the end of five years (i.e., in October, 1922), tracheotomy was required.
Her pulmonary trouble is quite arrested. She can walk for miles and climb stairs, and easily carries on her occupation as mistress of a country post office. It is twenty years since her larynx was healed and she has worn a tracheotomy tube continuously for nearly nine years. It gives her no inconvenience.
(VI) LuPus.-Tube worn for fifteen years.
A lady, now aged 37, had lupus from the age of 5, with prolonged and varied treatment.
Tracheotonmy was performed in 1916 on account of urgent laryngeal stenosis. The tube has now been worn for fifteen years, during which time she has married and has a healthy child aged 13. There has been no re-appearance of lupus on palate, gums, cheeks, pharynx, or larynx for the past eight years.
When she is sitting still, the laryngeal airway is abundant, so she corks up the tracheotomy cannula at meals. She can even walk about with the tube closed, but as she is an enthusiastic danicer, skater, and lawn-tennis player, she prefers the super-aeration supplied throuigh the opening in her neck. Her voice is strong and clear. The cords have regenerated and are free and mobile. The stenosis is in the aditus ad laryngem, caused by scarring and contraction of the epiglottis and aryepiglottic folds. It might be possible to dilate this, but the patient declines any effort which would part her from her tracheotomy tube. She remembers with horror the increasing dyspncea she suffered during the year before she would accept my advice of a tracheotomy. The tube is so easily concealed by chiffon and gauze that not one of her dancing partners-even, as I have tested, when they were laryngologists-has detected its presence. It causes her no social inconvenience, except that she cannot enter a swimming bath ! She never gets bronchitis and states that she has fewer colds than most people.
(VII) SYPHILIS.-Tube worn for twenty-one years by a patient now aged 68, and in good health.
A gentleman, aged 47, had a tracheotomy performed abroad in 1910. I saw him the same year and found ankylosis of both arytenoid joints. The cords lay in contact and there was no glottic opening except on phonation. He wore a small-bore tracheotomy tube of the curved shape usually seen on the Continent. He was much troubled with catarrh, evidently due to the iodides he was taking. I fitted him with a large-sized Durham's tube and gave him mercuric inunction. The catarrh ceased and the glottic space became visible.
I did not see my patient again until twenty years later, when he spoke to me in a perfectly normal voice, at a City banquet! He then reported that his health was excellent, he enjoyed life, could walk a good distance in spite of his 68 years, and smoked a dozen cigarettes a day. He had, of his own accord, abandoned his Durham tracheotomy tube and substituted a red rubber cannula which he had cut short enough to just enter the trachea. He kept this corked all day with a plug of cotton-wool, which he removed at night. If he fell asleep during the day a choking feeling woke him up. The left cord was curved and quite mobile. The right cord adducted well but had little abduction. His voice is strong and only a trifle rough.
[This case also illustrates the improvement in stenosis resulting from an adequate airway through a tracheotomy cannula, as well as the satisfactory health which may be enjoyed from middle to old age by a specific subject.] A lady, aged 46, was hoarse for eighteen months before being operated on in August, 1916, for epithelioma invading all the right vocal cord, which was sluggish in movement. The diagnosis was confirmed by biopsy. She remained free from disease, in excellent health, with a voice quite as good as when she presented herself before operation, and was able to gain her livelihood, as a companion, with a fair amount of reading aloud as part of her duty. After seven years of healthy and useful life, during which she neither wore a tracheotomy tube nor had other disability, she returned with a nodular, cauliflower, dimpled growth on the anterior half of the left (the opposite) cord. For this she underwent a second laryngofissure on December 6,
1923.
She has worn a tracheotomy tube permanently since then. Nearly eight years have passed. In her larynx one sees two cicatricial cords. The right one is quite fixed (the original cord was removed in its entire length), but the left moves fairly well and allows of some voice. The glottic space-although, naturally, somewhat reduced after a double laryngofissure-is quite adequate for quiet respiration, and when the patient is sitting still she corks up the tracheotomy opening and at meals, for instance, can carry on conversation in a low, rough whisper without any embarrassment. But, as the airway is not sufficient for active life, she can work and walk about with the silver cannula concealed in her neck, still fulfilling her duties as a companion. The tube is only taken out for cleansing purposes every three months. There is no mucus or discharge around it. She gets no winter cough.
She has never had bronchitis.
(X) INTRINSIC EPITHELIOMA.-Laryngofissure, repeated in two years, for a subglottic re-growth on same side. Tracheotomy tube worn for twelve years. A medical man in active practice.
When this colleague was 52 years of age he was operated on by the late Walker Downie for an epithelioma of the left cord. He returned to full practice until two years later, when his voice relapsed. A second fissure was performed and a firm new growth was found in the sub-glottic area, below the scar of the previous operation. This was freely removed, with a large part of the left ala of the thyroid cartilage, and reported microscopically to be a distinct epithelioma. Attempts to dispense with the tracheotomy tube failed. I saw him first three months after his second operation. He was wearing a curved silver tube, passing through the first two rings of the trachea. No vocal cord was visible; there was very little glottic space. He had been in the habit of corking up his tracheotomy tube (thinking that use would help to dilate his airway) and this probably accounted for the verv congested appearance of his ventricular bands. By advising him to leave the cannula open, and fitting him witb a speaking valve, a fair glottic space was found six months later.
Afterwards this glottic area had so much further enlarged that he called on me four years ago to see if he could dispense with the cannula, as he finds it socially inconvenient, being so high in his neck. He has now a good voice and satisfactory glottic space, but I advised him to retain the tube in case-of emergency, and to have the trachea opening moved lower down in his neck. He is content to put up with it. He is now 65 years old and, as he writes, " carries on his work with interest and activity." His weight is about 12 st. 51b. and before his operation he was under 10 st. He has never returned to tobacco. He leaves his tube out at night (the stoma does not tend to close up).
He reported that in the seven years following his tracheotomy he never had bronchitis, but lately had perhaps had a little more catarrh.
[Two lessons can be drawn from this case: the first is, again, the advantage of a low tracheotomy; the second is that the wearing of a good-sized cannula tends to expansion of the glottis. Corking it up, when the glottic area is restricted, only adds to the stenosis.] (XI) INTRINSIC CANCER.-Laryngofissure, followed in eight months by hemilaryngectomy. Tracheotomy tube worn for eleven years. Active life. Strong voice.
A woman, now aged 45, was hoarse for three years before presenting herself at the very early age of 33, with epithelioma invading the entire right vocal cord. The diagnosis was confirmed by biopsy. Although the pathologist (A. K. Gordon) expressed the opinion that the growth was highly malignant, it was decided, in view of the limitation to the cord, and the free mobility of the latter, to first attempt a cure by laryngofissure. When this was performed on August 5, 1919 (twelve years ago) it was noted that the growth extended close up to the margin posteriorly. Within four months there was a suspicion of recurrence, but she did not present herself again until four months later, when the right half of the endolarynx was fixed by growth. On May 7, 1920, through a lateral pharyngotomy, the right half of the thyroid and cricoid were removed by Wilfred Trotter and skin flaps folded in to make a fresh lining to that side of the larynx. But the lumen of the larynx is not sufficiently large for free respiration, so she has now worn a tracheotomy tube for eleven years. Her voice is loud and strong, though rough. She thinks nothing of a walk of six or more miles, and during these years she has never missed a full day's work in a pottery where she earns a good livelihood. She weighs 105 lbs., and never has bronchitis. The tube, which is taken out and cleaned every eight or ten weeks, causes her no inconvenience.
How much healthier, happier and more useful are these three patients from having been spared an excision of the entire larynx They have suffered no harm, and but little inconvenience from wearing a tracheotomy tube, for respectively eight, twelve and eleven years.
(XII) INTRINSIC CANCER.-Extensive, bilateral, subglottic cancer of larynx. Male, aged 69. Laryngofi8sure: removal of left thyroid ala, excision of all soft tissues lining both sides, from anterior commissure back to and including both vocal processes. Operation eleven months ago. Has worn a tracheotomy tube since.
This patient enjoys excellent health. He has had no catarrh or bronchitis this winter.
His glottic space is much reduced, and no new cords are visible. The left arytenoid moves a little. His loud, strong voice is apparently produced by his renewed and hypertrophied ventricular bands. It enables him to carry on a large and active business. The tracheostomy is concealed behind his collar and causes him no discomfort and little inconvenience. It is worth comparing this with what would have been his condition if he had been submitted to a complete laryngectomy.
Time only allows me to call attention to a few points in this very instructive case:-(1) The patient had only been husky for six months.
(2) Laryngoscopic examination roused little suspicion of an extensive subglottic growth on one side (the left) and none of the large subglottic growth on the right. Both cords moved freely.
(3) The fissure showed that the commissure of the cords themselves was not invaded. The growth had crossed the commissure, from the left to the right side, below the cords, a route Mr. Colledge and I have pointed out in our book. This extensive, bilateral, subglottic cancer was only revealed by a fissure and came as a great surprise. (Dr. Sauer of St. Louis, Dr. Wood of New York, and Dr. Garderes of Pau, were present at the operation.) (4) The splitting of the larynx necessarily cut right through the cancer tissue. There has been no evidence, so far, of this causing insemination of cancer cells. I have had several similar cases with no recurrence. I think this danger, of spreading the growth by cutting into it, is avoided if any instrument which comes in contact with the divided growth is not used again during the rest of the operation.
(5) One thyroid ala is sufficient to preserve some glottis. (6) The preservation of the merest chink of glottis will secure some voice. 
DEMONSTRATION.
LAll the cases recorded-with the exception of Nos. IV, VIII and X-were then shown. They testified in strong and, sometimes, in quite normal-voices to their sense of well-being, their capacity for work and enjoyment, and the trifling degree of discomfort entailed by permanant tracheostomy.]
DiscU88ion.-Sir JAMES DUNDAS-GRANT said there was an advantage in leaving the permanent tube uncorked, though in certain cases it was more advantageous to have a permanent cork. What had Sir StClair's experience been with the different forms of tube? So far as the angle was concerned, the most satisfactory tube was that of W. Parker. It was comfortable, and was the easiest to put in, but it was also the one which came out most readily. It was adapted to the backward inclination of the trachea. He had sometimes found that a patient was more comfortable with the quarter-circle tube. The soft parts had moulded themselves in such a way that the anterior edge of the quartercircle tube did not scrape. It improved the Parker tube to make a sliding collar on it. In many ways the Durham tube was ideal, but it approached too nearly to a right angle; the ideal tube would be more obtuse than a right angle.
He asked whether these patients were able to smell. He remembered the case of a woman, aged 20, who had a papilloma completely blocking the larynx, so that tracheotomy had been performed in childhood. It was thought that if the tracheotomy was kept open long enough the papillomata would disappear, but they did not. She was referred to him (the speaker) and he was able with his " safety " forceps to take the papilloma away. He had then removed the tracheotomy tube, and the patient was able to breathe through her nose.
Much depended on the nature of the trouble which had caused the obstruction in the larynx. Sir StClair, however, had shown examples of practically every kind.
Mr. HERBERT TILLEY said that Sir 'StClair had summed up the conditions in which tracheotomy was a valuable method of treatment and at the same time had pointed out the evil possibilities of a high tracheotomy. Those who had had much experience in laryngology would recall those sad cases in little children who had been tracheotomized for diphtheria, and the tube had been inserted in the neighbourhood of the cricoid cartilage, a procedure which often caused more or less permanent stenosis-so difficult to cure, whatever measures were adopted. He had spent much time and trouble in trying to cure these stenoses by the technique introduced by SargnoD and Ballatier.
With regard to the harmlessness of tracheotomy, he had recorded the case of a patient who thirty years ago had had bilateral fixation of the vocal cords in the adducted position and probably due to some rheumatic condition. He was still living and carrying on his occupation.
Mr. RITCHIE RODGER said that his own case, to which Sir StClair Thomson had made reference, was a good illustration of what was the main contention of the reader of the paper in bringing forward these cases, namely, that one should be content if there was a good airway. The patient had had tuberculous laryngitis with perichondritis eleven years previously and continued to wear his tube. He (the speaker) induced the man to take a walk with his tube blocked, but he would not go to bed without it, and he (Mr. Rodger) was not content with that; he felt that his result was unsatisfactory so long as the tube was being worn. Out of that dissatisfaction arose a consultation with Sir StClair Thomson, and both he and the patient were much relieved that Sir StClair's opinion was that they should be content with things remaining as they were. The man lived many years after that, continuing with the tube.
On the previous day he had seen the grandchild of the patient in the first case of tuberculous laryngitis in which he performed tracheotomy thirteen years before, and the old lady was still greatly pleased with her condition.
Five years ago he had read a paper on the subject, having then tracheotomized four patients suffering from tuberculous laryngitis; all of these had recovered quickly after the tracheotomy. Some members thought that he was recommending tracheotomy as a routine measure in tuberculous laryngitis, but that was not so; what he had said was that a patient who was choking from tuberculous laryngitis had quite as much right to the benefits of tracheotomy as a patient had who was choking from any other cause. These patients were quickly cured of their laryngitis after the insertion of the tube, but they still wore the tube.
Mr. WALTER HOWARTH said that members had been impressed, not only by the variety of the conditions for which the tracheotomy had been performed, but also by the extraordinary pleasure and the comfort the patients appeared to have in the wearing of the tube. So that one wondered whether one's surgical attempts to correct stenosis were worth while, or even justifiable. He had, in his time, attempted to enlarge the airway in a number of cases. One condition for which operation was performed was a case of stenosis due to double abductor paralysis, in which the recurrent laryngeal nerve had been damaged in a partial thyroidectomy. He had used Jackson's operation of ventriculo-cordectomy and he had shown to the Section on a previous occasion two cases on which two separate removals had been made. It always resulted in failure because of the new cicatricial cord which formed and which, in a few months, caused a fresh stenosis.
It was difficult, also, to achieve permanent success in displacing the arytenoid outwards, as in the Rethi operation, or by displacing the cord downwards, as suggested by Wittmaack. Patients with double abductor paralysis were better off with a permanent tracheotomy, and it was, perhaps, a mistake to embark upon any form of surgery for dealing with the stenosis. Later in the day he would be showing a patient who had cicatricial stenosis due to healed lupus, and one of the reasons for showing her was the failure of surgery up to the present time. In this case he had used the diathermy knife under suspension laryngoscopy to remove the web, which, however, reformed. Then, through a lateral pharyngotomy, he exposed the upper end of the larynx and satisfied himself that he had removed the whole web and had secured a free airway, but that also closed up in time, and now the patient was content to wear a tracheotomy tube. She was now having progressive dilatation with rubber tubes, but he would not yet say whether it would be successful.
A third form in which surgical interference was difficult was that to which Mr. Tilley had referred in which there had been a faulty tracheotomy, with a falling-in of the cricoid cartilage. Laryngo-tracheotomy was a laborious procedure, and it meant keeping the patient under observation for six months or longer in a nursing home or hospital. Some other methods of dealing with it involved two years of supervision, and if patients could be as happy with a tube as those now shown obviously were, one wondered whether it was not better to be content with a permanent tracheostomy.
Professor GEORGE PORTMANN said he would like to raise the question whether, in cases of cicatricial stenosis following war or other wounds, or after tracheotomy for diphtheria, it was not better to perform tracheotomy, remove the cicatricial tissue and dilate by a tube and, after a year or two, carry out a plastic operation. He thought that was more agreeable to patients than perpetually wearing a tube. In France there were many who had been war-wounded in this way, and in some of these cases, in which he had transplanted rib cartilage into the neck, the result seemed to be a complete cure.
Mr. E. D. D. DAVIS said he found that patients were more comfortable with a low tracheotomy. He thought the reason for a high tracheotomy having been performed so frequently was that the patient's head and neck were not sufficiently extended during the operation. When the anmsthesia was local patients were embarrassed when the neck was fully extended. Division of the isthmus of the thyroid was an essential step in doing tracheotomy.
He had used the speaking yalve frequently and found it useful. The valve prevented the expectoration of mucus through the tube and diminished the soiling of the neck and dressings.
He would like to hear more about the type of tracheotomy tube Sir StClair used. At first he (the speaker) had liked the Durham tube, as it was not coughed out, but later on he had inserted the Edinburgh pattern of tube, which was a curved cannula with an opening on the summit of the curve to allow the passage of air through the larynx.
Mr. MICHAEL VLASTO said that he had recently had a case with some interesting points bearing on the present discussion. He had been rung up by a doctor at a seaside town asking for assistance in the following case: A girl, aged 12, had been urgently tracheotomized during an attack of croup. It was then a fortnight since the operation, and the patient was unable to breathe except through the cannula. The doctor was of the opinion that the child was " playing up," and that the condition was not organic. The fact that she was still unable to breathe under moderately deep anesthesia seemed to dispose of the functional diagnosis. It was impossible to differentiate the laryngeal structures by direct laryngoscopy owing to their cedematous condition, and a soft rubber catheter could not be passed through the glottis. The cause of the obstruction was obviously due to a glottic and subglottic cedema. Inspection of the wound showed that the tracheotomy had been made through the cricoid ring. A low tracheotomy was performed, and the original wound was sutured. It was observed that the isthmus of the thyroid, which was divided, was unusually bulky. It was not until a fortnight later that the child recommenced to breathe through the mouth. But even at a later period, when there was nearly no stridor, she still wished to retain her cannula. He thought that some patients were not averse to attracting sympathy and interest by retaining their tracheotomy cannulas.
When this patient was last seen there was still a very slight stridor, and he would like to have Sir StClair Thomson's views on the ultimate prognosis, in view of the fact that the patient was allowed to remain over two weeks with a faulty tracheotomy.
Sir STCLAIR THOMSON (in reply) said he thought his thesis had been accepted by the Section, because nearly all who had spoken had come to the same conclusion.
It was gallant of Mr. Howarth to tell members he had made those efforts, inspired by continental literature, to do away with the tube by means of a laryngo-tracheostomy, an operation which had not been adopted in this country. Chevalier Jackson's ventricle-stripping was not heard about here now. Professor Hobday still supported his operation for the cure of roaring in horses, but he (Sir StClair) sometimes talked to his " horsey " friends, and it seemed that it was helpful at first, but many horses had to be tubed later. Perhaps on some occasion Mr. Howarth could bring before the Section a paper on the "tubing" of horses.
Professor Portmann had told of the successes in France in war-wound cases. It was possible that better results were obtained in these traumatic cases than in old, chronic fibroid conditions like lupus, as in the case of the lady he had shown. She had been a patient of Sir Felix Semon from childhood, owing to lupus, though she never had the disease in her nose. She had had it all over the pharynx, in the larynx, on the inside of the cheeks, and finally on the gums. She had been nine times under chloroform, and he (Sir StClair) had pushed the galvano-cautery needle from the mucous membrane until he felt it nearly come through the skin outside. Now she had not had any manifestation of lupus for eight years. That case pointed to two great curative methods: time and the galvano-cautery. If any members could bring forward successful cases of laryngo-tracheostomy, he hoped they would do so; he had not himself seen many cases, either here or abroad. Cases he did see labelled " cured " were not cured; there was still stenosis. There was a professor abroad who was a great protagonist in this respect, who had sent to him (the speaker) a lady as a cure, but he found that she had a little fistula in her neck, which whistled occasionally and, when she talked quickly, her stridor was evident. He did not speak of any patient as cured when there was stridor. Everybody who had stridor during sleep should undergo a tracheotomy; the only exception being in cases of tuberculosis. He had had several cases of tuberculosis of the larynx with stridor, in which he had advised tracheotomy to relieve the stridor and as helpful cure. The stridor in these disappeared without a tracheotomy, not by the disease getting better, but by its getting worse I The vocal cords ulcerated away, and masses of granulation tissue disappeared. He had had two doctors who refused operation; they stayed quietly in bed for a month or two, and with the slowed respiration their stenosis ceased. Both those doctors required trachetomy later. It was then only a palliative. If they had accepted it early it might have helped to a cure.
If Professor Portmann would come another year and read a paper on laryngo-tracheostomy, the Section would be delighted to welcome him.
Each laryngologist had his preference in the matter of tubes. He did not say the "Durham " was ideal, but it was good after operation, as it did not tend to slip out. For permanent wear he thought the Edinburgh modification was good, as also was the Parker.
Mr. Tilley had referred to bad tracheotomies. There was no excuse for leaving a patient permanently with a bad tracheotomy. One should not, however, criticize colleagues too readily; the operation might have been performed in a cottage, as an emergency, by the aid of candle-light. But even in the case of these "cricotomies," if the doctor would, within a few days of the first operation, put a tube lower down, the upper one could be abandoned; it would have done no harm, for it would not have started the subglottic thickening and other troubles.
In reply to Mr. Vlasto, patients could do without the tracheotomy tube if the airway was sufficient. Functional cases in children could be got over without the patient knowing it, by gradually corking up the tube.
Mr. Davis had mentioned the very important matter of securing complete extension of the neck for the operation. He (Sir StClair) objected to a pillow under the neck, as it threw up the larynx and depressed the trachea. There should be a series of flat, oblong pillows under the shoulders, placed one on the other until the head was hanging loose. Then flat towels should be packed in under the occiput to support it. He had never had to regret an unnecessary tracheotomy. Better one tracheotomy too soon, and even unnecessary, than the results in many instances in which the tracheotomy had been performed too late. The experience in this connection might be likened to that of the late Baron Ricord, the well-known French syphilographer, who, when reproached on his death-bed with " having seen syphilis everywhere," replied that what he regretted was the number of cases of syphilis which he had missed.
